ulcers were both about 12 in. in diameter a,nd had punched-out edges with sloughy bases. They were not attached to the deep structures. The region of the right ankle appeared diffusely swollen, especially over the outer side. All movements of the ankle-joint were considerably limited but not painful. Several firm, painless nodules could be felt in the subcutaneous tissue of the right leg and thigh. The tibia felt diffusely thickened at its lower end as also did the bones of the foot. The rest of the limb appeared normal.
Investigations.-X-rays were reported as showing melorheostosis of the right side of the pelvis, the right tibia and fibula, and the bones of the right foot.
Wassermann reaction + +. Kahn reaction + + +. Treatment.-Potassium iodide gr. xxv t.d.s. by mouth. The ulcers have been dressed with glycerine, alum, and zinc lotion.
Progress.-The ulcers are healing rapidly. The condition of the ankles and bones is as before.
Dr. F. PARKES WEBER said he had been interested in melorheostosis ever since the condition was first described in France. He thought the abnormality was always present, or at least potentially present, at birth, though some other condition or accident might first lead to its recognition long afterwards. As there was never any familial history, it was probably never potentially present in the fertilized ovum, but, like a large class of congenital developmental abnormalities, it seemed to be produced by the action of some unknown agent or agents during early intra-uterine life, when the Anlagen of the limbs were already differentiated. He (Dr. Weber) wished to draw a kind of analogy with the whole class of linear dermatoses, especially those well recognized as congenital, namely the " nevi in stripes ". In fact, he regarded melorheostosis as an osseous analogue of cutaneous and subcutaneous naevi in stripes, an analogue, for instance, of the condition known as " ichthyosis hystrix ", bands of which (usually more or less broken into islands or segments) might reach from the buttock to the ankle, or even to the toes.
What was the agent which, acting on the foetus within the mother's body, produced the stripes of ichthyosis hystrix and the bands of melorheostosis ? He scarcely thought that cosmic rays could be incriminated, but it was much more plausible to suggest them as a cause of ichthyosis hystrix, &c., than of first cases of mutational (hereditary) diseases, such as hoemophilia. The latter suggestion had indeed actually been made.
In the present case the line of subcutaneous nodules down the affected lower limb was of great interest, as these nodules might help to confirm the classification of melorheostosis (recognition of the nature of a disease or abnormality by the study of its associates). Perhaps some day one might meet with a case of melorheostosis associated with an actual linear dermatosis of congenital origin.
Aneurysm of the Popliteal Artery: Investigation by Arteriographyv.
Cure by Hunterian Ligature.-R. C. BROCK, M.S. G. C. S., aged 54, was shot through the left calf by a rifle bullet in August 1917, the bullet damaging the neck of the fibula en route. He felt no ill-effects until twelve months ago, when a swelling appeared in the calf and the leg became very painful after walking.*1 In August 1938 he attended Guy's Hospital and examination revealed an aneurysm the size of a small orange, situated high in the left calf. The circumference of the leg at this point was 131 in., that of the right leg being 12 in. The pulse in the dorsalia pedis artery could be felt.
He was admitted into Queen Mary's Hospital, Roehampton, and I am indebted to the Director-General of the Ministry of Pensions Medical Service for permission to make this report.
A radiograph ( fig. 1 ) showed calcification in an aneurysmal sac and signs of old injury to the, neck of the fibula. On clinical grounds it was uncertain whether the aneurysm was situated on the popliteal arterv itself or in connexion with its posterior tibial continuation. Accordingly arteriographv was performed after the manner described by Mr. Duncan Fitzwilliams before this Section in December 1937 (Proceedings, 1937, 31, 301) .
The superficial femoral artery was exposed under local anasthesia and the patient was then transferred to the X-ray departmnent. Uroselectan was injecte(l into the artery through a fine hypodermic needle, a radiograph being taken after about 8 c.c. had been injected (fig. 2) . The patient was then quickly turned with the leg in the lateral position, and after 3-4 c.c. more of uroselectan had been injected a second film was exposed ( fig. 3 ). The exposure had to be made after injection of only a small amount because the patient wNas complaining of severe cramp-like pain in th;e left leg FIG. 1. and foot and, moreover, was trembling so violently that I wN-as afraid to inject more uroselectan lest it entered the wall of the artery an(d caused sloughing. The effect of this tremor can be seen in the movement, which has unfortulncately spoilt the sharpness of detail in fig. 3 . It was clearly a mistake to perform the actual injection under local anaesthesia, and in future I would precede it by nitrous oxide or evipan.
The information given by the arteriograms is, however, quite definite. The aneurysm is situate(d on the popliteal artery itself, beginning about 25 cm. above its termination an(l extending to within 0 5 cm. of the point of bifuircation. In addition a free collateral circulation is demonstrated although the lumen of all the arteries, major and minor, is diminished by spasm. The main vessel itself is otherwise quite normal, in contrast to the appearances of irregular dilatation and varicosity shown in Mr. Fitzwilliams' two cases in which the aneurysm did not follow direct trauma. A classical Hunterian ligation was performed and has led to apparent cure. The aneurysmal sac is quite free from any pulsation and has shrunk considerably in size, so that it can only just be felt on careful palpation of the calf. The leg now measures 13 in. in circumference. There has been no evidence at all of any circulatory disturbance in the leg or foot. No distal pulse can as yet be felt. THE PRESIDENT said he was glad to see the method of injecting uroselectan had been adopted in the case of this aneurysm. He thought it should be used in every case of aneurysm of the limbs before ligaturing the vessel, so as to gain accurate information as to the patency of the collateral circulation. It would be remembered Prof. Pannett (Proceedings, 1938, 31, 301) had at his request injected a case of popliteal aneurysm but had ligated the artery without waiting for the photographs which revealed a very inadequate collateral circulation, and the limb had to be amputated almost immediately.
Unilateral Exophthalmic Ophthalmoplegia.-L. P. E. LAURENT, M.D.
T. C., a painter aged 61, has noticed diplopia and proptosis of the left eye for the past three months. He has lost a stone in weight during the past year, but has no other complaint.
On examination.-Obvious evidence of recent loss of weight. Protrusion of left eye, but no lid retraction. Upward movements of left eye and convergence lost.
Skiagram of skull shows no abnormality. No part of the thyroid gland is palpable, but there is the following evidence of thyrotoxicosis: A resting pulse-rate of 100, slight tremor of the fingers, loss of weight, and a rather high pulse-pressure (bloodpressure 148/70). The fundus oculi, the visual acuity, and the visual fields are normal.
Slight puffiness of the eyelids in the affected eye is in keeping with Russell Brain's observations in similar cases. The right eye is normal.
DR. PARKES WEBER said he had been interested in the question: Why the exophthalmus from thyrotoxicosis was not very rarely unilateral. He had supposed the true explanation to be that the " soil " was not quite the same in the two halvres of the body and that in consequence one eye was more resistant towards the excess of thyroidal hormone (in thyrotoxicosis cases) than the other eye. Similarly, in rare cases of acromegaly certain symptoms might be less marked or even absent on one side of the body, presumably because the hormone produced by the eosinophilic pituitary adenoma was more efficiently resisted on one side of the body than on the other (cf. F. P. Weber and F. R. B. Atkinson, Brit. Jouirn. Deyin. and Syjph., 1928, 43, 454) . Acute Suppurative Pericarditis. R. LAIRD, F.R.C.S.Ed. Boy, aged 11 years. 9.10.37: Admitted to St. Mary Abbots Hospital complaining of severe pain in the left upper arm. The condition was diagnosed as acute osteomyelitis of the upper end of the humerus. The bone was guttered and a considerable amount of pus evacuated. The temperature did not subside satisfactorily after the operation, and on 17.10.37 praecordial pain and a pericardial rub were present. On the following day an immuno-transfusion of 200 c.c. of blood was given, the donor being a house surgeon, who had recovered from a Staphylococcus aureus osteomyelitis of the patella and suppurative arthritis of the knee. On 20.10.37 the pericardium was tapped and 53 oz. of turbulent yellow fluid withdrawn. This fluid yielded a growth of Staphylococcus aureus, as did the pus from the bone. Skiagrams taken at this time showed a very distended heart shadow. Acute suppurative pericarditis was diagnosed and Mr. Tudor Edwards (under local anaesthetic) opened the pericardium after resecting the 3rd and 4th costal cartilages. The edges of the parietal pericardium were sutured to the thoracic wall.
The child's pulse, which was very irregular before operation, improved considerably, and at the end of the operation was quite regular. 26.10.37: Left-sided pleural effusion present. This fluid was quite clear in character and 2 to 1 pint was aspirated every other day. 8.11.37 2 oz. of thin fluid removed from right pleural cavity. Aspiratin of each side of the chest was carried out on alternate days. Soon over a pint of fluid was being removed every other day from the right side of the chest. To prevent this repeated aspiration and to thicken the fluid an intercostal tube was inserted into the
